Dr. R. T. BRAIN agreed that the lesion was probably a superficial rodent ulcer. In the lesion nearest the nose there was a definite raised, and somewhat pearly, edge. The adjacent unusual lesion was probably of the same type. Two years ago she began to n3tice increasing fatigue and, concomitantly, loss of the eyebrows and eyelashes.
One year ago the first signs of skin irritation and rash on the face, neck, and upper part of the back appeared.
In February of this year the scalp hair began to fall out, and the patient noticed stiffness of the feet which rendered walking difficult. A small ulcer developed on the inner side of the left ankle, resisted all attempts to heal, and brought her to the Royal Northern Hospital out-patient department, from which she was admitted as in-patient on 26.5.37.
Past history.-Miscarriage in March last. No&other significant point elicited.
Examination.-Cardiovascular, renal, and central nervous systems: nothing abnormal detected. There is general wasting of the musculature, both of limbs and trunk. The patient rises from the supine position with difficulty, and sometimes finds it difficult to keep her head from falling back on the pillow. She tends to lose her voice after speaking for any length of time. There are no abnormal reactions either to faradism or galvanic make-and-break. An X-ray photograph of the chest did not reveal any organic disease, and radiograms of the hands and fingers were normal.
There are striking and characteristic alterations in the skin, and its appendages. The face is pinched in appearance, and has but little expression, although the patient's mentality is cheerful and intelligent. There is complete loss of the eyebrows and eyelashes, and on the scalp there is marked denudation especially over the left parietal region where the skin appears to be thin and atrophic to palpation. There is slight branny scaling on the cheeks and chin, with considerable cutaneous atrophy over the nasal and aural cartilages. On the neck and upper part of the trunk, back and front, the skin presents the mottled and variegated changes termed poikilodermia, with telangiectases and shifting of the pigment. Similar, though less marked, changes are apparent on the lower abdomen and thighs. The fingers are tapered towards their extremities, and the terminal phalanges of the indices are hard to the touch, the skin being bound down to the underlying tissue. This apparent " sclerosis" is sufficient to prevent fist closure, and is much more evident over the dorsa of the feet, where the epidermis is tightly bound down so that it cannot be lifted off the underlying fascia and tendons. The progress of the affection has resulted in an increasing difficulty in walking, and is doubtless responsible for the trophic ulcer which has developed over the left internal malleolus.
A consideration of the history and development of symptoms in this case suggests a rather close analogy with the precepts laid down by J. Sellei of Budapest for the condition termed by him acrosclerosis (Brit. J. Dermat., 1934, 46, 528-532) . Briefly these include:
(1) Simultaneous origin of the disease on the hands (or the feet), and on the face at the same time.
(2) Changes strictly symmetrical.
(3) Vasomotor symptoms of the Raynaud type.
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(4) Certain subjective symptoms-e.g. pains in cold weather.
(5) Trophic changes due to shrinkage on the hands and fingers and on the toes, leaving star-like scars on the finger-tips which become tapered, as in my case. The face becomes mask-like and taut and there may be a certain rigidity to the toucha point which is very definitely present over the mastoid processes and on the insteps and dorsa of both feet in this patient.
(6) Ulnar adduction-not present here. Hardening of finger-tips-a process which differs in certain respects from a true sclerodactylia in which the sclerosis advances from above downwards.
(7) The mask face above mentioned, with shrinking of the nasal skin (auricular skin in my case) and protrusion of the teeth, also present in some degree in my case.
(8) Very frequently, telangiectasia on the face and trunk. Is this the poikilodermia present in my case?
While the above description tallies generally with the history and present state of my patient it differs in one very important particular, namely the absence of any mention of muscular wasting which is here so pronounced a feature and which seems to place this among the poikilodermia-myositis cases (Petges' type), except for the fact that a histological examination of the muscle did not reveal the characteristic changes described in that condition, while the creatinine ratio in the urine is also normal.
In many respects this case resembles that described, in 1934, by Ingram and Stewart.
Discussion.-Dr. IV. N. GOLDSMITH asked whether the patient showed any sign of muscular weakness, as distinct from loss of muscle volumne.
Dr. F. PARKES WEBER said he did not see why this condition should not be regarded as true sclerodactylia. Muscular wasting might accompany sclerodactylia (the latter being a more or less generalized and symmetrical form of sclerodermia, according to the old classification). Raynaud's symptoms (as in the present case) occurred in at least 60% of cases of sclerodactylia. This patient also had a very marked telangiectatic change, which was a pronounced feature in some cases of generalized sclerodermia. It was possible that in some cases the muscular weakness was allied to myasthenia gravis, rather than to myositis (as in poikiloderrnia myositis).
He did not see any reason for changing the nomenclature and speaking of acrosclerosis.
The PRESIDENT said that he had approached the case with the preconceived idea that it wsa sclerodactylia, but the point against what Dr. Parkes Weber had just said was that there was no sclerodactylia of the fingers. He agreed with Dr. Semon that in certain areas the patient had atrophy and telangiectasia.
Dr. PARKES WEBER said that the present patient's feet showed sclerodactylia strikingly, involving not only the toes but the whole feet. But atrophodermic changes might take the place of a typical sclerodermic condition.
Dr. SEMON (in reply) said that muscular weakness was a very marked feature of the case, so much so that if the patient sat up in bed for any considerable time her head fell back, and it was necessary to adjust pillows to prevent it. In the clinical history easy fatigability was one of the striking features. Dermnat., 1934, 46, 523. muscle, of sclerodermia and morphceic sclerodermia. He remembered the case of a woman in whom a myasthenic condition of the neck muscles was present with sclerodermia (cf. F. P. Weber and 0. B. Bode, Proc. Roy. Soc. Med., 1932, 25, 966) , and in the present case the muscular trouble might be myasthenic more than atrophic.
Dr. C. H. WHITTLE asked whether such cases as this would be likely to respond to ,prostigmin, and if so whether it should be given orally or by inoculation.
Dr. PARKES WEBER (in reply) said that in the case which he had mentioned the myasthenic feature was hardly troublesome enough for a trial of the treatment in question.
Fox-Fordyce
The patient is a married woman aged 27.
History.-For two or three years there has been a papular eruption in the axille; the lesions irritate when the patient is excited or tired.
Onset of catamenia at 12 years of age; regular; lasting seven days. Has 1 child, aged 6-years, healthy. Now 20 weeks' pregnant. Spots have been rather less irritable during the pregnancy. Boils on face only.
On examination.-Healthy woman. Numerous pale pink or normal skincoloured shiny dome-shaped papules in both axillae. Rather uniform in size (approximately 0 3 cm. in diameter).
Dr. F. PARKES WEBER said that this reminded him of a case in wbich a biopsy had been carried out. The patient was a young woman who had minute nodules aggregated in the axille, with scarcely any itching or any kind of paresthesia. Dr. Freudenthal's microscopic examination had shown that the lesions were cysts-one form of sebocystomatosis. The present patient had had practically no itching, and he (Dr. Weber) wondered whether the axillary lesions were not cysts of the same kind. Chronic Granulomata.-HUGH GORDON, M.C., M.R.C.P.
The patient, a healthy woman aged 56, eight months ago had what appeared to be an indolent boil on the right leg. This was fomented; it discharged but failed to heal, and formed a septic-looking sore. Since that date other lesions have appeared on the legs, back, and chest.
When first seen six weeks ago, there were six circumscribed lesions on the right leg and three on the left, all about 1 in. in diameter. The surface was bluish granulation tissue with here and there " honeycombs " filled with pus. The skin at the circumference was not reddened. The lesions were quite indolent and not painful. On the back was the most recent-a bluish fluctuant swelling suggestive of a gumma on the point of bursting.
The Wassermann reaction was negative, but definite improvement followed the first two injections of novarsenobillon. Progress after the third injection was negligible and the patient was admitted to hospital for further investigation.
One lesion on the right leg was removed for bacteriological and pathological examination; the result was negative. Pathologically there is no evidence of mycosis fungoides, blastomycosis, or sporotrichosis; the appearance is that of an infective granuloma. Puncture from the unopened swelling on the back yielded a poor growth of Staphylococcus aureus. The blood-count is normal. Treatment has been three further injections of novarsenobillon-each of which has been followed by a slight pyrexial reaction-and instillation of liquid permyase, hypodermically. The lesions on the outer side of the left leg had a test exposure ten days ago of one pastille dose of X-ray (unfiltered); these alone have now a red areola. The beneficial result has been slight. The lesions have all steadily progressed and are all flatter and much less purulent than they were on admission.
